This systematic review sought to identify whether health care reforms led to improvement in the emergency department (ED) length of stay (LOS) and elective surgery (ES) access in Australia, Canada, New Zealand, and the United Kingdom. The review was registered in the PROSPERO database (CRD42015016343), and nine databases were searched for peer-reviewed, English-language reports published between 1994 and 2014. We also searched relevant ''grey'' literature and websites. Included studies were checked for cited and citing papers. Primary studies corresponding to national and provincial ED and ES reforms in the four countries were considered. Only studies from Australia and the United Kingdom were eventually included, as no studies from the other two countries met the inclusion criteria.
Introduction
Access to health care has been defined as the ability to use personal health services in a timely manner so as to achieve optimal health outcomes.
1,2 An essential objective of many health care reforms is to enable equity in access to health care services. [1] [2] [3] [4] Government efforts to reform hospital access receive prominent attention from both the government and public, despite the government's intentions to focus reforms across all levels and components of health care services. 2, [4] [5] [6] [7] This is because delay in access to hospital services leads to unwanted media attention and public outcry, and also exacerbates health inequities. 5, 8 Therefore, improving access to hospital services is a common component in many government led health care reforms. [1] [2] [3] 5, 6, [9] [10] [11] Health care reforms to improve access do not necessarily involve restructuring the health system but can be introduced in the form of targets or performance measures. 3, 6, 9, 12, 13 A central authority can set targets or performance standards and consequently expect certain levels of performance from health care providers. 9 Currently, sparse evidence exists to show that health care access can be improved through targets and performance reporting, but there is an opinion that targets lead to improvement in access over time. 9 Few, if any, systematic reviews assess the impact of reforms on hospital access and also assess reforms across multiple countries. To summarize the evidence base about the impact of health care reforms on access to hospital services, this systematic review examined health care reforms (both at national and provincial level) in four countries: Australia, Canada, New Zealand, and the United Kingdom over the [1994] [1995] [1996] [1997] [1998] [1999] [2000] [2001] [2002] [2003] [2004] period. The four countries were chosen because of the commonalities of their health care systems. They are also all English-speaking OECD member countries, with universal insurance coverage and provision of health care largely through a public health care system financed through tax. 13 To make the 82 International Journal of Health Services 48 (1) review manageable, access to two components of hospital services, emergency department (ED) and elective surgery (ES), were selected. In recent health care reforms, targets have been a dominant component within the four countries selected for this review. 3, 6, 9, 12, 13, [15] [16] [17] [18] 
Summary of ED and ES Reforms in the Target Countries
Reforms in the United Kingdom have occurred incrementally since the 1980s, 18 but it is only in the latest set of reforms, commencing at the end of the 1990s, that targets and performance measurement became a prominent feature. 8, 18 A key target introduced in 2000 was the reduction to 4 h of the benchmark time a patient could spend in an ED for completion of treatment. 20, 21, 22 Also during this period, a ''star rating'' system for hospitals was introduced to allow for comparative performance assessment. 22, 23 Waiting time targets for ES were included in the performance assessment.
Recent hospital reforms in Australia and New Zealand have been influenced by the hospital reforms in the United Kingdom, especially the introduction of ED targets. 14, 20, 23 Over decades, Australian EDs have seen increasing demand and worsening access. 24, 25 Western Australia, inspired by the U.K. 4-h rule, introduced a similar program in its hospitals in 2009. 26 The Western Australia experience, in turn, influenced the Australian government's introduction in 2011 of the National Emergency Access Target (NEAT) for all public hospitals with EDs. 28 The NEAT measure, like the U.K. 4-h standard, imposed a 4-h cut-off for ED length of stay while allowing for clinical exceptions. 27, 28 New Zealand also introduced an ED target in 2009 inspired by the U.K. experience. However, the target allowed for a 6-h cut-off as opposed to a 4-h cut-off. 14 In addition to the ED targets, the Australian and New Zealand governments introduced elective surgery targets to reduce the number of patients waiting beyond clinically recommended times. 4, 15, 28 In Canada, waiting times have also been used to monitor and improve access to ES. 5, 12, 29 Responsibility for driving improvement to ES access has been vested in the provinces. To enable comparison across provinces, pan-Canadian benchmarks were established. 5 Regular reporting of waiting times for these priority areas and other hospital services is undertaken by federal, provincial, and independent groups. 5 Waiting times for surgery reflect access to care directly. ED LOS reflects both the efficiency of care for patients discharged from the ED and the access to hospital for those patients admitted acutely. We define improvement in access by reduced waiting times and length of stay. Therefore, the objectives of this systematic review were to understand (1) whether the introduction of targets led to improvements in ED and ES access, as measured by ES waiting times and ED LOS, and (2) whether the introduction of targets led to unintended consequences.
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Methods
Our review protocol was registered in PROSPERO with the registration number CRD42015016343. Our selection criteria are listed in Table 1 , and search strategy is summarized in the Appendix. The search for relevant articles commenced with an initial scoping review of Medline (Ovid platform) to test search terms and identify additional relevant ones. A full search strategy was developed for this database and accurately translated for PubMed (non-indexed content only), CINAHL, Scopus, Web of Science Core Collection, Current Contents Connect, Informit (all subsets), and ProQuest (all included databases). Database searches combined databasespecific subject headings (where available) and a wide range of text word synonyms to maximize search sensitivity. Searches were restricted to English language and the date range 1994-2014, in accordance with the review question parameters. The Medline search strategy is described in the Appendix. All other search strategies are available upon request from the corresponding author.
In addition to the aforementioned databases, we searched for reports and theses focusing on our four countries of interest using Australian Policy Online, TROVE (National Library of Australia), Theses Canada (National Library of Canada), EThOS (British Library), and nzresearch.org.nz (National Library of New Zealand). We also searched the websites of relevant 
Results
Database searches identified 834 citations. The combined searches of grey sources, Google, and Google Scholar retrieved a further 756 resources for consideration. After removing duplicates, 1,170 unique citations were screened by title and abstract against the eligibility criteria. Of these, 1,129 citations were eliminated, and the full text was sought for the remaining 41 citations. Based on a full-text reading, a further 20 studies were excluded and the reasons for exclusion documented. The remaining 21 studies were then included in the narrative synthesis. This process is described graphically in a PRISMA flow diagram ( Figure 1 ).
Of the 21 studies included in the qualitative synthesis, 10 studies exclusively related to ED access, 7 studies covered ES access only, and the remaining studies either covered both ED and ES access or included other hospital performance measures. Of the 21 studies, 5 studies covered health care reform in Australia and the remaining 16 studies covered health care reform in the United Kingdom. Although we planned to identify the effect of reforms on ED and ES services in Canada and New Zealand, our review was unable to identify studies that covered this, because no Canadian or New Zealand studies met the inclusion 
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International Journal of Health Services 48 (1) criteria. The outcomes of the national or provincial health care reforms in Australia and United Kingdom identified through the included studies are summarized in Table 2 .
Quality of Included Studies
For qualitative studies included in the review, two coauthors in parallel reviewed the studies using the McMaster critical review form. 30 The assessment includes review of study purpose, literature, study design, sampling, data collection and analysis, overall rigor, and conclusion. Four of the 21 studies were assessed using this approach. Since this assessment did not involve scoring, a score cannot be provided for these studies, but the assessed studies fulfilled most of the critical review criteria.
For the quantitative or mixed-method studies (17 of the 21 included studies), a single coauthor did the assessment of the quality using the Newcastle Ottawa Scale (NOS). The NOS assesses cohort or case control studies for selection, comparability, and exposure parameters, with a maximum of one star awarded for each item within the selection and outcome categories and a maximum of two stars for the comparability categories. 31 The NOS assessment results are outlined in Table 2 as well.
Improvement in ED Access
Most of the included ED studies identified reduction in ED waiting times and length of stay (LOS) following introduction of health care reforms. [32] [33] [34] [35] [36] [37] [38] [39] [40] All the ED reforms covered in this review were introduced in the form of targets set for specific performance measures. In the United Kingdom, it was the 4-h target for ED LOS. [34] [35] [36] In Australia, programs and targets inspired by the U.K. 4-h target were introduced. 26, 27, 32, 33 The implementation of these targets clearly led to improvements in ED length of stay in nearly all the hospitals studied. [32] [33] [34] [35] [36] For example, introduction of the 4-h target in hospitals in Western Australia led to an 8% increase in patients discharged or transferred from the ED within 4 h between 2009 and 2011. 32 In the United Kingdom, the 4-h target led to a 5% increase in patients discharged or transferred from the ED between 2000 and 2006. 34 However, the targets also resulted in pressure on ED clinicians and other parts of the hospitals. [35] [36] [37] Some of the studies discussed opportunities that emerged as a result of introducing reforms and collaboration across the hospital to achieve targets. 32, 33 Examples of resulting opportunities included such innovations as the better use of physical space 37 and the establishment of new protocols to see ED patients faster. [32] [33] [34] 37 Also, the hospital-wide approach introduced through the 4-h programs enabled faster patient flow by easing blocks for admission of ED patients. [32] [33] [34] 37 * There has been some debate about the decrease in mortality as outlined in the Geelhoed and De Klerk study being a result of dilution of the denominator. This discussion is outlined in the following correspondence: https://www.mja.com.au/journal/2012/196/8/emergency-department-overcrowding-and-mortality-after-introduction-4-hour-rule-1?0 ¼ ip_login_no_cache%3D633fab0160021c94d8e634ea161ffe9
Improvement in ES Access
All the ES studies included in the synthesis were from the United Kingdom. Similar to the impact of reforms on ED access, targets led to a decrease in waiting times for ES access. [40] [41] [42] [43] [44] [45] Most of the included studies considered selective surgeries to examine patterns of access, [40] [41] [42] but irrespective of the type of surgery, waiting times were reduced. Between 1997 and 2004, waiting times for elective care in England decreased by 13 days at the mean and 55 days at the 90th percentile following devolution and introduction of centralized targets. 42 While waiting time for elective procedures was reduced, it was also noted that waiting times for different surgeries varied considerably. 43 Patient characteristics, such as private or public, outpatient or inpatient, and socioeconomic status, had an impact on access to ES services. 40, 46 However, one study reported that equity, measured as the variation in waiting times per socioeconomic status, improved over time for certain surgeries. 43 Similar to the ED studies, considerable pressure on hospital resources and clinicians to reduce ES waiting times and LOS was reported. 40, 44 Unintended Consequences Some studies reported that the introduction of targets led to unintended consequences. These included manipulation of performance data (gaming) 48 and increased pressure on clinicians. 37, 43 The pressure on clinicians, while enabling faster treatment of patients, affected relationships among clinicians and with patients. 37 In the case of the 4-h ED program, demand shifted from ED to other parts of the hospital because of the increase in the frequency of admissions from the ED. 33, 39 Within the ED, nursing staff and junior doctors experienced more stress. 37 One study identified manipulation of reported ED data (equating to more than 50,000 ED episodes per year). 48 Another study reported that gaming was practiced by a significant number of institutions in England. 9 Examples of gaming included weaknesses in arrangements for recording time spent and observed and failure to adequately capture and report quality outcomes for patients. 9 Some authors have called for better performance governance processes, like systematic audits and open disclosures, to address the issue of reactive gaming. 8, 9 Some studies identified a rise in medical admissions and an increase in ED representations. 19, 39 However, the authors of the studies commented that the rise in admissions was probably coincidental in the light of increased ED presentations, and the increase in representations was too small to be consequential or reflect poor care. 19, 39 Regarding the pressures on clinicians as a result of the introduction of ED and ES targets and public reporting, evidence of clinical distortion of care was inconclusive or absent. 47 However, investigative reports into the Mid Staffordshire NHS Foundation Trust identified that the 4-h target
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International Journal of Health Services 48 (1) led to occasional distortion of priorities. 49, 50 While the trust board had claimed safety of patients was the top priority, the inquiry identified that the board hadn't adequately supported the implementation of the target through appropriate staffing. In fact, to protect their trust status and achieve a financial surplus, the trust had reduced ED clinical staff, leading to compromised care for ED patients. 49, 50 Discussion Governments have used targets as policy instruments to improve health service performance without the need to institute whole-scale reforms. [6] [7] [8] Use of targets is widespread despite minimal evidence about the effectiveness of targets and reporting on hospital performance. 8, 51, 52 This use of targets had been criticized, with some authors labeling targets as terror instruments 9 and others questioning if they make a difference to patient outcomes. 53 Our findings fill in a gap about the impact of health care reforms on hospital performance and provide evidence that time-based targets lead to an improvement in ED and ES access. The findings from this study should be useful to policymakers, hospital managers, and clinicians. While the review covered a specific aspect of health care reform, it still offers significant evidence that ED and ES targets have their role in reform of health services and improvement in access. The findings of this review suggest that targets for ED and ES waiting times may be useful in achieving their aims, and the authors recommend that targets be considered in planning for hospital reforms, specifically measures to improve ED and ES access. However, care must be taken to ensure such targets are accompanied by changes to the system and not met by manipulation of performance data.
While our review identified some issues due to the imposition of these reforms, the review also identified opportunities for better resource use through redesign of spaces and reconfigured timescales of health care work. 37 The introduction of targets can also lead to increased collaboration among clinicians and present opportunities for clinical innovation. 33, 37 Examples include use of the 4-h target as a change management tool not only to drive clinical redesign but also foster collaboration. 33 In a few studies, the reforms were observed to facilitate equitable distribution of services among the various economic classes in England. 43 These positive outcomes shared a common contributory factor in the form of centralized targets, and these outcomes would most likely not have come about without the introduction of targets.
Targets can be used as motivators and incentives to improve performance. It has been asserted that governance by targets improves access to health services by exerting a form of control over the health care system. 8 This control is exerted by driving health care providers toward improvement by specifying desired results in advance, monitoring the performance of providers against specified measures, and establishing a feedback mechanism through measured performance. 8 Yet, targets have also been identified to enable engagement with clinicians, constructive peer competition, reallocation of resources to priority areas, and increased accountability. [56] [57] [58] [59] [60] The findings of this study are consistent with previous studies that have identified that public performance reporting stimulates hospitals to improve the quality of care 54 and targets enable improvement in hospital performance over time. 55 However, it is recommended that implementation of targets be accompanied by improvements in the system and governance; if not, the advances resulting from the target implementation will be temporary. Some recommendations for system and governance improvement measures include regular audits of data collection and reporting, regular clinical audits, accordance of the highest priority for safety of patients, and adoption of patient centered-care models. 8, 9, 27, 49, 50 The study also identified that introducing targets could result in unintended consequences, such as increased pressure on clinicians and reactive gaming. Hospitals where gaming and pressure on clinicians occurred experienced serious consequences on the safety of patients. 49, 50 While these are important considerations, findings from the included studies indicated clinicians do not want an environment where no targets exist. 8, 9 Rather than not introducing targets or withdrawing targets, improvements in the reporting mechanisms and introduction of additional targets, such as outcome-focused targets, are recommended. 8, 53, 61 Some authors have advocated for the use of more than timebased hospital performance measures, including quality measures such as readmissions, mortality, and infection rates. 53, 61 Others have suggested improvement in data collection and reporting, including systematic audits, real-time reporting, and institution of non-public reporting mechanisms. 8, 33, 61, 62 The main limitations of this review were the small number of included studies from only two countries. In addition, the included studies were all observational, pre-post designs, with no control groups, which weakens the strength of the findings. Also, the criteria allowed inclusion of only peer-reviewed primary studies (to ensure quality of the included studies and findings), which limited the number of articles that could be reviewed. However, selection of studies was robust, with two reviewers independently assessing study eligibility and resolving disagreements by consensus, which reduced the risk of selection bias. The quality of the included studies as assessed by the NOS and McMaster criteria were high. Our assumption that meta-analysis would not be possible was confirmed by the disparate nature of the studies, and we were limited to narrative reporting of the results.
While presenting essential findings about ED and ES targets, this study covered only certain aspects of health care reform. The role of targets vis-a-vis other aspects of health care reform and hospital performance (quality, outcomes, finance) and the interplay of targets as incentives or instruments of punishment must be analyzed through further studies. This review identified some
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International Journal of Health Services 48 (1) improvements in equity over time for access to elective services, but the finding came from one study. Further studies are required to study the relationship between health care reform and equitable outcomes. 
